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K OOO; INITIAL COMMENTS K oong
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On September 30, 2013 an unannounced {
L complaint inspection was conducted at Halimark !
Manor located af 32300 1st ave S Federal Way
VWA, 98003 by a representative of the
Washington State Patrols, State Fire Marshal's :
i Office, this complaint is in regards to a small fire ‘
in the commerciai dryer on 8/20/2013.

Findings { based on interview and review of a
written report)

Qn August 20, 2013 at 1:20 am a laundry worker |

L but a load of faundry into the dryer, shartly after "

| she smelled smoke; returning to the drver sha
opened the door {o see smoke inside the dryer

| and & small flame coming from under the drumn,

- she then close the door to the drver and removad

i cther clothing items that were next {o the

maching and pulled the fire alarm she then

[ walted for the fire department 1o arrive.

The fire department arrived and put the fire out ;
| with a limited amount of water, i
i .
- There was no damage fo the building and no
staff or residents were injured,

| The facility has removed the dryer from use and
Wil be replacing it soon.

| There is no further action required by the State
Fire Marshal's Office,

Jeputy otate Fire Marshal
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